treated with ceftriaxone for Lyme disease because of the opinion of the consulting physician. Prior to the availability of the results which were positive, the patient needed a temporary pacemaker after developing junctional escape at 35. A dual chamber permanent pacemaker was then placed with the assumption that the patient did not have Lyme disease. This intervention may have been avoided if the antibiotic had been started immediately. In addition, there was a 4-week delay in treatment with antibiotics since the patient was discharged from the hospital prior to acquiring the results of the western blot IgM and IgG titres and then travelled out of state and could not be contacted for that period of time.
This case underscores that patients exposed to areas endemic for the spirochete Borrelia Burgdorferi should be highly suspected of developing Lyme disease even if the only manifestation is cardiac. Isolated Lyme carditis occurs at an incidence of up to 10%. Palpitations, conduction abnormalities, myocarditis, cardiac dysfunction and pericarditis may occur. Learning points ▸ This case highlights the need to have a high index of suspicion for contraction of Lyme disease when patients develop febrile illness after travel to areas endemic with Borrelia Burgdorferi. ▸ Isolated cardiac manifestations of Lyme disease are uncommon but do happen. ▸ Awareness of travel-related diseases is necessary and important. ▸ Aggressive treatment with intravenous ceftriaxone or benzyl penicillin of patients who have developed complete heart block and are suspected of having Lyme disease may prevent the need for placement of a permanent pacemaker. ▸ It is helpful to obtain expert advice regarding travel-related diseases, required testing for those diseases and interpretation of serological test results.
